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n 2010 the Commonwealth Fund conducted its thirteenth annual health policy survey with a broad focus on access, cost, and care experiences. To gain insights into how the coverage designs of various countries affect access to health care, financial protection when sick, and the complexity of health insurance, this study focused on experiences in these areas. Adults in eleven countries-Australia, Canada, France, Germany, the Netherlands, New Zealand, Norway, Sweden, Switzerland, the United Kingdom, and the United States-were surveyed.
The eleven countries have diverse insurance and care systems. 1 For example, in the United Kingdom, coverage as well as much of the care is provided through the public National Health Service. The United States has a mixed system of private coverage, generally employment based, along with substantial publicly funded coverage through Medicare, Medicaid, and other programs. Germany has Europe's oldest system of universal coverage, in which competing insurers offer a standard comprehensive benefit package and higher-income households are allowed to opt out of statutory "sickness funds" to purchase private coverage (10 percent of the population chose to do so in 2009). Switzerland and the Netherlands require residents to purchase a standard, comprehensive health insurance package, offered by nonprofit private insurers in Switzerland and by a mix of nonprofit and forprofit insurers in the Netherlands. All of the countries in the study allow some role for private insurance either for extra benefits or to cover some portion of patients' cost sharing. ers, levels of required cost sharing, incomerelated provisions for premiums or benefits, and the roles of private insurance in each country. For example, all but Canada, the Netherlands, and the United Kingdom include cost sharing for primary care and often for other medical services as well (Exhibit 1). Only in the United States, Switzerland, and the Netherlands does health insurance carry deductibles on core benefits. In nationally defined benefits, all Swiss and Dutch health plans have a deductible, with higher deductibles offered in exchange for lower premiums. The Dutch deductible does not apply to primary care. 2 Cost Sharing Among the eleven countries, the United Kingdom goes furthest to protect its citizens from out-of-pocket medical spending. There is little or no cost sharing for medical care and benefits are comprehensive, including dental care and prescription drugs.
Canada's national health insurance program, Medicare, has no cost sharing for primary care or other covered benefits. However, core benefits under Canada's Medicare do not include outpatient prescription drugs or dental or home health care. Most Canadian provinces cover part of the cost of medications for elderly and lowincome patients, although the generosity of this coverage varies across provinces.
New Zealand, which has a publicly funded system, has historically included significant cost sharing for primary care. However, recent reforms have lowered or eliminated these out-ofpocket costs to promote access and support primary care teams.
France includes significant cost sharing in its public health insurance system, but this is generally covered by supplemental private insurance that most residents buy and that the government provides for low-income citizens. In addition, France has a special program that eliminates cost sharing for people with any of thirty specified chronic conditions. French health insurance also covers medications with a "value-based" design for prescription drugs, featuring tiers that eliminate or lower cost sharing for highly effective medications, regardless of price. 3 Germany has income-related out-of-pocket maximums that limit annual costs for patients and families to 1-2 percent of income. Switzerland, Sweden, and Norway have cost sharing for most services. Each of these three countries caps annual expenses, with annual caps ranging from less than US$300 in Sweden and Norway to nearly US$700 in Switzerland, in addition to the deductible (Exhibit 1).
Private Insurance Germany is unique among countries that have universal coverage in allowing higher-income households to opt out of social insurance and buy market-based private coverage. In contrast, France and Australia rely on private insurance to supplement cost sharing and expand benefits. Private insurers play a less prominent role in New Zealand, mainly to pay for care in private hospitals.
The Dutch and Swiss rely on private insurers to provide required core benefits in a tightly regulated marketplace. Additionally, most adults in both countries buy extra coverage. The Dutch usually purchase extra coverage for physical therapy and dental benefits. Many Swiss purchase extra coverage for some cost sharing, care outside local cantons, and extra benefits such as dental care.
In Canada, private insurance supplements public-coverage benefits not covered by Canada's Medicare, including prescription drugs, physical therapy, home care, and dental care. Private insurance in Sweden and Norway purchases faster access as well as access to private providers; it accounts for a small share of total health care expenses.
Germany, the Netherlands, and Switzerland include insurance mandates and operate exchanges that offer consumers a choice of competing plans. In Switzerland and the Netherlands, these are private plans operating under local and national oversight. In Germany, regional "sickness funds" compete for members, who are allowed to switch funds if they choose.
Germany, the Netherlands, and Switzerland all include risk-adjustment features that compensate health plans for the varying levels of health risk that their enrollees represent. This risk adjustment seeks to focus competition on performance, rather than on signing up the healthiest enrollees. All three of these countries also employ joint negotiations between health insurers and providers, multipayer fee schedules, and common methods of paying hospitals, yet they also seek to give insurers flexibility to innovate and integrate care. [4] [5] Switzerland and the Netherlands require their citizens to pay premiums toward their coverage. In these countries, income-related premium assistance is provided to 30-40 percent of the population. Germany finances insurance by requiring participants to pay a percentage of income as contributions to sickness funds.
Germany and the Netherlands include employer as well as individual contributions, supplemented by general revenues. Switzerland does not require employers to contribute.
Even after health reform, the United States will remain unique for splitting the population into different insurance programs according to age and income. In the other countries, insurers cover people of all ages and income levels. 
Study Design And Methods
The survey consisted of computer-assisted telephone interviews of random samples of adults age eighteen or older in eleven countries, using a common questionnaire that was translated and adjusted for country-specific wording as needed. Harris Interactive and country subcontractors conducted the interviews from March though June 2010 (the field times varied by country). The final country samples, shown in Exhibit 2, ranged from 1,000 to more than 3,500. 6, 7 The analysis weighted final samples to reflect the distribution of the adult population in each country. 9 The margin of sample error for country averages is approximately plus or minus 2 percent for Australia, Canada, Sweden, and the United States, and plus or minus 3 percent for the other countries, at the 95 percent confidence level. Exhibits 2-4 display the country results and are repeated in the Technical Appendix with statistical tests that compared each country to the other ten. In the text, the discussion focuses on differences that were statistically significant (see the Technical Appendix for full results).
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To examine experiences within countries by income, we told respondents what the median household income in their country was and asked them if their income was much or somewhat above the country "average" (referring to median), close to the average, or somewhat or much below the average.We refer hereafter to the median as the average, the term we used with respondents.
We used responses to create three groups: below average, about average, and above average. This method did not result in equal groups, because respondents were the judge of what was about average. Our analysis compared the belowaverage and the above-average groups, omitting the middle group.
Given that low-income adults in all countries were more likely than their higher-income peers to be elderly and to have multiple chronic conditions, we conducted country-specific logit multivariate regressions to examine whether income differences persisted after we controlled for health, age, and-in the United Statesinsurance status. Exhibits 5 and 6 display adjusted percentages for above-and below-average income groups. The Technical Appendix provides demographics and regression results. 
Confidence, Affordability, And Costs
The survey asked adults about how confident they were in their ability to afford health care if they became seriously ill. It also asked about their experience with cost-related access problems and cost burdens. US adults were the most negative about affordability (Exhibit 2). They were significantly less likely than adults in all other countries to have confidence in their ability to afford care. They were also significantly more likely than adults in other countries to have gone without care because of cost, to have spent $1,000 or more out of pocket on medical care, and to have had serious problems paying medical bills during the previous year. A lower proportion of adults in the United States than in all other countries except Sweden and Norway were confident that they would receive the most effective treatment when needed. UK, Swiss, and Dutch adults were the most confident (Exhibit 2).
Patterns regarding affordability, cost-related access, and problems with medical bills in the eleven countries tended to track insurance coverage design. With comprehensive benefits and nominal cost sharing, UK and Dutch adults were the most confident that they would be able to afford care and the least likely to have gone without care because of costs.
Out-of-pocket spending of US$1,000 or more was rare in Germany and France, probably reflecting German income-related limits and French provisions for people with chronic conditions.
New Zealand and Swedish coverage also protects people from substantial out-of-pocket spending. Half or more of adults paid less than US$200 out of pocket during the year, and few incurred high expenses or had problems paying medical bills. The percentage of New Zealanders going without care because of costs has dropped significantly since 2004, when it was 34 percent. The drop suggests that the country's policies to lower patients' primary care costs have been effective. 10 At the other end of the spectrum, 21 percent of adults in Australia, one-fourth in Switzerland, and one-third in the United States spent US $1,000 or more. Norwegian adults were also more likely to incur high out-of-pocket spending than adults in the remaining seven countries.
The United States is the only country in which one-fifth of adults reported serious problems paying health care bills. In contrast, at most 9 percent of adults in other countries (8 percent Australia and 9 percent France) reported serious problems paying bills.
US adults' exposure to costs results from insurance benefit gaps as well as a high percentage of adults without insurance. Adults who had been insured the entire previous year were about as likely to spend US$1,000 or more as were those who had been uninsured. Among US adults under age sixty-five, 38 percent of those insured all year and 35 percent of those who were uninsured at some point during the year spent $1,000 or more during the year (see the Technical Appendix).
8 Reflecting prescription cost sharing or benefit gaps, Australian, Canadian, and US adults were the most likely to skip medications because of cost.
The contrast between the United States and Switzerland is notable for cost-related concerns. Both countries allow deductibles, yet Swiss insurance caps annual spending and offers a choice of relatively low deductibles, and premiums are subsidized for low-income people.When surveyed, more than half of very-low-income Swiss respondents had opted for the low deductible (data not shown). The combination of subsidized premiums and low deductibles for people facing budget constraints probably contributes to the comparatively low rates of Swiss who went without care because of costs or were unable to pay bills.
Waiting Times
To assess the responsiveness of the health care system, the survey asked about waiting times. Although a significant majority of adults in all eleven countries had a regular doctor or place of care, experiences varied widely in terms of timely visits to providers when sick, wait times for specialists or elective surgery, and after-hours access to care (Exhibit 3).
Switzerland stands out for rapid access: 93 percent of the Swiss respondents had received a same-or next-day appointment the last time they were sick. Swiss adults, along with German and US adults, were more likely than adults in the other countries to report quick access to specialists (Exhibit 3). In all three countries, long waits for specialists or elective surgery were rare.
Majorities of New Zealand, Dutch, and UK adults also receive timely primary care: 70 percent or more reported that they received care the same or the next day. 11 In contrast, one-fourth or more of Canadian, Swedish, and Norwegian adults reported having to wait six days or more to see a doctor or nurse when sick (Exhibit 3).
Adults in those three countries were also the most likely to report having to wait two months or more for specialists, and-along with UK adults-to wait four months or more for elective surgery. Although the share of UK adults waiting four months or more was high, the majority of UK adults received care within a month-a significant increase from earlier surveys. 12 The countries varied in their capacity to provide care twenty-four hours a day, seven days a week, outside of hospital emergency departments (EDs). About two-thirds of adults in Canada, France, Sweden, and the United States said it was difficult to get after-hours care without going to the emergency department-nearly twice the rate reported in the Netherlands, New Zealand, and the United Kingdom (Exhibit 3). One-third or more Australian, Canadian, Swedish, and US adults said that they had gone to the emergency department in the previous two years-higher rates than reported in the other countries. Half of those with ED use had two or more visits (data not shown).
Insurance Complexity
Adults' responses varied widely by country in terms of the amount of time spent on insurance paperwork or disputes, and of lack of certainty about what insurance would cover (Exhibit 4). Overall, US adults were the most likely to report spending a lot of time on paperwork or disputes (17 percent), followed closely by adults in Germany (16 percent) .
US adults were also more likely to report that they were denied insurance reimbursement or were reimbursed less than they expected (25 percent), followed by adults in France (18 percent). 
25%
Of US Adults US adults (25 percent) were the most likely to report that they were denied insurance reimbursement or received less than they expected.
The comparatively high rates may reflect insurance complexity or recent changes in coverage.
Including both questions about spending time on paperwork or insurance not paying as expected, 31 percent of US adults encountered some type of insurance concern in the past two years-the highest rate in the survey. US adults under age sixty-five were significantly more likely to report insurance paperwork, disputes, or insurance surprises than were those sixty-five and older and covered by Medicare (35 percent compared to 16 percent).
The high rates of insurance concerns among younger adults may stem from unstable coverage as well as complex benefit designs. One-third said that they had changed plans in the past three years, often more than once (see the Technical Appendix for contrasts between groups under age sixty-five and age sixty-five and older). 8 In addition to adults in the United States, French, German, and Dutch adults were more likely than adults in other countries to report one of the two types of insurance concerns. The higher rates may reflect either complexity or changes in coverage in recent years. Notably, the percentage of Dutch adults who cited paperwork concerns has dropped substantially (from 31 percent to 8 percent) since 2007, the year after the Netherlands switched to competing insurers and a time of high rates of switching plans. 12 The rate at which Dutch adults changed from one plan to another has now returned to pre-2006 levels of 3-5 percent a year (data not shown).
Reports of excessive paperwork or disputes about insurance were rare in New Zealand, Norway, Sweden, and the United Kingdom (less than 10 percent). These four-unlike the other countries-operate unified health systems in which patients pay user fees when they access care providers, instead of requiring insurance claims for patients to be reimbursed.
Experiences By Income
In all countries, adults with below-average incomes were significantly more likely than adults with above-average incomes to have multiple chronic conditions and to be older (Technical Appendix 2). 8 This puts poorer adults doubly at risk: They are more likely to need health care and less likely to have the resources to afford it on their own. Lower-income US adults under age sixty-five are also at high risk of being uninsured. Of these adults, 27 percent either were uninsured at the time of the survey or had been uninsured earlier in the year.
To examine the extent to which confidence, access, cost, and insurance experiences differ by income, Exhibits 5 and 6 compare adults with above-average incomes to those with belowaverage incomes, controlling for health, age, and-in the United States-whether they were insured all year (Technical Appendix).
8, 13 The results of the regression analyses reveal some shared but also some distinct country patterns. Although experiences varied by income in several countries, overall, the United States stands out for persistent and wide differences by income, with more negative experiences for those with below-average incomes.
Confidence, Access, And Costs By Income High out-of-pocket spending ($1,000 or more) was rare for both low-and high-income adults in France, Sweden, and the United Kingdom (Exhibit 5). In the other countries, with the exception of Norway, adults with below-average incomes were much less likely than adults with above-average incomes to report high out-ofpocket spending. Although Swiss and US lower-income adults were less exposed to such spending than those with higher income, poorer adults in those countries had rates of high out-ofpocket spending well above the rates of aboveaverage-income adults in all the other countries except Australia.
The income differences on cost-related access barriers and problems paying medical bills were significant in all countries except the United Kingdom. The gap was widest in the United States, even after health, age, and insurance status were adjusted for.
In all countries, lower-income adults were less likely than higher-income adults to be confident that they would be able to afford the care they need. UK low-income adults were the most confident about affording care and receiving the most effective treatment, with little to no significant income differences. Confidence in getting high-quality care was also relatively high among low-income adults in France, Germany, the Netherlands, New Zealand, and Switzerland.
Waits And Insurance Complexity, By Income Income differences also emerged in the time spent waiting to see a doctor and access to after-hours care in several countries (Exhibit 6). Rapid access to health care when sick varied significantly by income in Canada, the Netherlands, and the United States. The widest income gap was in the United States.
Waiting-time patterns by income group generally tracked country averages. Canadian lowincome adults were the least likely to get sameor next-day appointments and most likely to wait six days or longer. Low-income Swiss were the most likely to get rapid access to care when sick and when they needed to see specialists. Indeed, Switzerland was the only country where lowerincome adults were significantly more likely than higher-income adults to report short waits to see specialists.
There were significant differences by income for waits to see specialists in Australia, Canada, France, New Zealand, the Netherlands, and the United States. However, waits to see specialists in the United States were relatively short for both income groups.
After-hours and ED use patterns by income may reflect differences in local community resources as well as in income. Lower-income adults were significantly more likely than higher-income adults to report difficulty getting after-hours care in Canada, France, the Netherlands, Norway, the United Kingdom, and the United States, but not in the other countries. Canada and the United States were the only countries where significant income differences in ED use persisted after health status was controlled for, and rates were high for both income groups.
Reports of insurance complexity varied little by income within countries, with the exception of Australia. There, high-income adults were more likely to report being denied payment or not receiving what they expected from insurance plans. The concerns may stem from private insurance interactions with public insurance: 72 percent of above-average-income Australians said that they had purchased private coverage in addition to public coverage (data not shown). Australia permits higher charges and the use Poorer adults are more likely to need health care and less likely to have the resources to afford it on their own.
of private hospitals for those with private insurance.
Overall, across countries (Exhibits 5 and 6), the United Kingdom had the fewest significant differences in access and affordability by income, and the United States had the most. Differences by income, with low-income adults more at risk, also emerged on cost-related measures in several other countries. Strikingly, however, these did not always translate into disparities in waiting times or after-hours use.
US income differences were generally the widest, even after health, age, and insurance status were controlled for. US adults with above-average income also tended to report more costrelated concerns and experiences with insurance hassles than their counterparts in most of the other countries.
US Adults Under Age Sixty-Five In the United States, negative experiences were concentrated in adults under age sixty-five. Coverage was especially uncertain and unstable for adults with below-average incomes. In this group, 50 percent either were uninsured at the time of the survey (28 percent) or had been uninsured earlier in the year (22 percent; data not shown). Adults under age sixty-five with average incomes also faced gaps: 24 percent were uninsured when surveyed or said they that were uninsured earlier in the year.
Although US adults who had been uninsured at some point were at greatest risk for cost or access concerns, US adults under age sixty-five who had been insured all year but who had below-average incomes also reported high rates of concern. In fact, they were more likely to report going without care because of costs or medical bill problems than adults of all ages in the other countries and than US low-income adults age sixty-five and older (Technical Appendix Table 1 ).
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Discussion And Implications
Overall, the study indicates that insurance design can affect access and cost, as well as patients' experiences interacting with insurers. A general population survey such as ours is limited by the extent to which adults can provide accurate estimates of their spending, and by the extent to which it misses hard-to-reach vulnerable populations and thus may understate areas of concern.
However, the survey method's strength is in providing information on current patient experiences to help monitor efforts to improve quality and access and reduce costs. The variations across countries provide insights and point to challenges ahead for the United States as it implements health reform.
Access And Costs Among the countries with cost sharing, adults with annual limits or exemptions reduced cost burdens, especially for those with lower incomes, and made it less likely that patients would go without care because of its cost. Still, there were significant income differences on cost-related concerns about access and problems paying bills in all countries except the United Kingdom, which has negligible user fees. The gaps we found support the results of other studies that find that low-income patients, especially those with chronic diseases, are highly sensitive to price for both essential and lessessential care. 14, 15 At the same time, the contrasts among countries indicate that it is possible to design cost sharing to protect access and reduce income disparities. Switzerland has relatively high deductibles and cost sharing. Yet annual limits and exemptions, combined with transparent pricing and billing, appear to allow the Swiss to budget for health care costs and avoid insurance disputes or surprises. Swiss fee-for-service payments by insurers to doctors are the same within a geographic area, regardless of patients' incomes, which promotes equity.
Insurance is clearly only part of the access story. Significant country differences in getting care when needed and waits to see specialists highlight variable success in organizing easy access. Adults in Sweden, Norway, and Canada reported waits to see primary care providers as well as to see specialists that exceeded those reported in other countries. 16 Efforts to address these issues are under way in these countries.
The high percentage of Dutch and New Zealanders reporting rapid access when sick and finding it easy to get after-hours care points to the potential benefits of primary care teams and community-based shared services. 17, 18 The Swiss also reported rapid access to primary care. Swiss physicians are required to organize round-theclock coverage and are paid extra for after-hours care (personal communication to Robin Osborn from Thomas Zeltner, the former Swiss secretary of health, August 6, 2010).
Insurance Complexity Complex and changing US benefit designs plus the lack of transparency in what insurance will pay or what providers will charge contribute to the high percentage of US adults reporting disputes or surprises having to do with reimbursements. Lack of uniformity, even for lists of covered drugs, consumes patients' and clinicians' time and adds to insurance overhead. In the Commonwealth Fund's 2009 international survey of primary care practices, US doctors were by far the most likely to report major problems with the amount of time they and their staff spent getting drugs or treatment for their patients because of insurance restrictions. 19 A recent study estimated that US practice staff members' time devoted to insurance amounts to $68,000 per physician, or $31 billion a year. 20 
US Insurance Reforms: Challenges Ahead
Concerns expressed by US respondents were concentrated in the working-age population that is the target of insurance reforms. In this age group, wide disparities by income for those insured throughout the year underscore the importance of the Affordable Care Act's emphasis on benefits with income-related provisions. The law will expand eligibility for Medicaid to those earning 133 percent of the federal poverty level. It will also provide subsidies for premiums for people up to 400 percent of poverty and for cost sharing for people up to 250 percent of poverty. 21 However, by international standards, the United States will remain an outlier for cost sharing. The annual limits for the least expensive benefit option will range from $2,000 per person ($4,000 per family) for those with incomes just above 133 percent of poverty, to $6,000 per person above subsidy thresholds. Families can opt for lower cost exposure, but only if they can pay higher premiums.
As US reforms unfold, it will be important to monitor access and affordability. The Affordable Care Act will provide billions of dollars in subsidies for premiums and cost sharing to address affordability for individuals and families with low or modest incomes. Even so, it is still possible that some of the insured will remain at substantial financial risk for care they cannot afford when sick and bills they cannot pay.
Even after the enactment of health reform, the United States will also remain unique among countries in that it covers low-income people in a separate program. This poses the dual challenge of promoting equity across programs and ensuring continuity of insurance. In the other ten countries in our survey, providers were typically paid the same amount regardless of patients' incomes, which is not currently the case in the United States. Nor is it likely to be the case after full implementation of health reform. Avoiding coverage gaps as patients' circumstances change will require creative efforts to enable single portals of entry for people to enroll in publicly sponsored and private insurance, and smooth transitions as families gain or lose eligibility for insurance. To the extent that provider networks also differ for those low-income insurance programs, continuity of care as well as insurance will remain at risk after reforms take effect.
Tracking experiences by insurance and income will be key to successful implementation of US reforms. Although access, cost burdens, complexity concerns, and disparities by income may be ameliorated by reform, success will depend on focused state as well as federal action.
Tracking US experiences will also be useful for other countries, especially those contemplating less unified and more market-oriented approaches, with more extensive patient cost sharing.
The US experience to date provides a cautionary tale of complexity, with high overhead costs and disparities by income. Similarly, the United States has the opportunity to learn as countries with insurance-based systems incorporate incentives for patients and providers, including reference pricing and value-based benefit designs, and as countries with competing insurers develop risk adjustment to focus competition on value. ▪ This study was supported by the Commonwealth Fund. The authors thank Health Affairs editors and reviewers for their comments. The views expressed are those of the authors and should not be attributed to the Commonwealth Fund, its directors, or its officers.
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